Introduction
Critical Incident Stress Debriefing (CISD), developed by Jeffrey T. Mitchell (1983) , is considered an important initial, structured small group intervention used to prevent or mitigate the negative psychological and psycho-physiological consequences that can develop after an extraordinary and traumatic event that disrupts a person's psychological and social equilibrium (Mitchell and Everly, 1996) . Originally, CISD was designed to be used with emergency service providers, who are usually secondary victims of the event. However, with certain adaptations it has been widely used with the victims, survivors and family members, including children, who are directly involved in the incident.
There are several debriefing models but CISD, which is actually a discussion about a traumatic or distressing critical incident based on educational techniques, self disclosure and crisis management is the best-known, most widely-used and, consequently, the kind that has been studied more extensively (Meichenbaum, 1994) .
A formal CISD is conceptualised as a 'peer-driven, clinician-guided discussion of the traumatic event, with the goal of mitigating the psychological trauma and accelerating recovery' (Mitchell and Everly, 1996, p. 8) . The specific structure involves seven successive phases: 1) introduction; 2) description of the facts; 3) revelation of the thoughts; 4) description of emotional and motor reactions; 5) discussion of the symptoms; 6) education on the normal reactions to abnormal events; and 7) cognitive restructuring through a process of questions and answers, ending with a summary (Mitchell and Everly, 1996) . This specific structure makes a formal CISD different from an informal discussion that takes place among friends trying to assist each other, or specialty debriefings that are provided with the aim of focusing on the educational aspects of CISD.
Several models of debriefing have emerged after Mitchell's introduction of CISD. One very similar model to Mitchell's, with an extra emphasis on sensory information experienced during the event, and a little more attention to individual reactions and to the normalisation of the reactions, was described by Dyregrov (1989) and was called 'psychological debriefing' (PD). The seven stages in the Dyregrov model are stated as: 1) introduction; 2) expectations and facts isolated from thoughts and reactions; 3) thoughts and impressions related to five sensory modalities; 4) emotional reactions; 5) normalisation and acceptance; 6) future planning/coping; and 7) disengagement.
Another, less structured, model was introduced by Raphael (1986) for secondary victims, with emphasis on particular topics such as death encounter, survivor conflict, and positive and negative feelings. The multiple stressor debriefing model for American Red Cross personnel and the specific debriefing (PD) models are among the others that are mentioned in the literature (Bisson et al., 1999) .
CISD is by no means a type of psychotherapy, nor a substitute for psychotherapy; therefore it is not a way of solving all the problems of the individuals present in the group during the brief meeting time. However, it might help reduce stress, enhance recovery from stress, prevent some other problems, and mitigate the post-traumatic stress that persists. It helps prepare for possible future experiences and offers a significant opportunity for detecting those who might need extra professional support. Despite the fact that it is not a psychotherapeutic procedure, CISD should be applied by those who are specifically trained in its uses (Dyregrov, 2000) .
Research findings regarding the effectiveness of these debriefing activities are controversial. A review of several controlled clinical studies and case studies conducted by Bisson et al. (1999) has revealed that there is not a consensus on the positive effects of CISD (see also Arendt and Elklit, 2001; Deahl, 2000) . However, there is also some support for its use as a mandatory procedure after exposure to traumatic events (Berman and Davis-Berman, 2005) .
In general, the results differ according to the research methodology used. Controlled studies, using several standardised assessment instruments such as the Impact of Events Scale, the Brief Symptom Inventory, the Post-Traumatic Stress Disorder Scale, General Health Questionnaire, and various types of anxiety and depression scales, did not show any significant positive gains on these measures. However, the personal satisfaction ratings of the individuals who attended the debriefing meetings were generally favourable. These studies reporting positive results were criticised in terms of their methodology by Bisson et al. (1999) , who concluded that PD might be a useful intervention to facilitate the screening of individuals who are at risk, to disseminate information, and to assist organisational morale, but there was little evidence that it might prevent psychopathology following trauma.
As is known, 'one of the most efficient ways of improving the care standards after disasters is to assist the service providers who work directly with children' (Gordon et al., 1999, p. 33) . Therefore, after the August 1999 earthquake in Marmara, Turkey, the teachers' debriefing (TD) programme was the first intervention, conducted by the Ministry of National Education and UNICEF, within a multi-phased Psychosocial School Project (see endnote 1). The TD meetings were held by counsellors who received special training. Single sessions lasting from two and a half to three hours consisted of sharing experiences and receiving information on the normal emotional, cognitive and physical reactions to a disaster. The aim of the intervention was to help the surviving teachers and the educational staff of the earthquake area who would be working with traumatised students during the school year. The meetings were also used as a medium to identify those who needed extra psychological support.
The TD meetings were initiated one month after the August 1999 earthquake and continued until the end of December 1999. In the meantime another major earthquake hit the area in November. Initially 62 national professionals were trained by members of the Bergen Center for Crisis Psychology, lead by Atle Dyregrov. These professionals in turn trained 289 counsellors, who conducted the meetings with more than 8,200 teachers under their supervision.
Methodology
Procedure In April 2000 UNICEF requested an evaluation study of these meetings. The purpose of this manuscript is to report the results of this investigation. The current research team, which had no role in the application of the mentioned psychosocial programme, developed a research design. The meetings had finished four months previously, so this was to be a satisfaction study. However, since there was also available information from a group of 42 teachers who had not attended the meetings, the researchers also tried to do a comparison between these teachers and a group of 45 teachers randomly chosen from among those who had attended the meetings. The results regarding the comparison between these two groups should be reviewed with caution because there was no way of controlling for the variables that might have influenced the latter group within the four month time lapse since the meetings. There was no way of acquiring any information on the characteristics of these two groups before the earthquake.
The data were collected by UNICEF field staff and, in some cases, by the research team. One thousand questionnaires were distributed; 27 per cent were returned within two weeks. Considering the special conditions of the area, with teachers under heavy pressure to carry out regular school activities and the continued hardship after the disaster, the 27 per cent return rate was judged acceptable.
Sample
Data were collected from a total of 265 teachers living in the epicentre of the two earthquakes. Among the 265, 223 attended the debriefing meetings. Their mean age was 38.9 years (sd = 7.24, range 21-54 years); 55 per cent were females and 45 per cent males. More than 83 per cent were married, with two children on average. Most of them were experienced teachers: 26 per cent had worked for more than ten years and 48 per cent had worked for more than 20 years. In terms of prior traumas, 29 per cent reported that they had had such an experience. However, 93 per cent reported that they had had no physical or psychological problems prior to the disaster.
Among these teachers, 68 per cent reported mild to moderate damage to their homes, and 12 per cent reported that their homes were severely damaged or collapsed. At the time of data collection 80 per cent were living in apartment buildings and houses and 17 per cent were living in prefabricated settlements and three per cent in tent cities. At the time of the earthquakes, 44 per cent had lost a loved one; more than six per cent were personally injured; and three per cent had been rescued from under the debris. In terms of the traumatic experiences they were exposed to, 18 per cent had taken part in rescue operations; 28 per cent had seen dead bodies under the debris; more than 22 per cent had witnessed someone dying; 23 per cent had touched dead bodies; 16 per cent had seen dismembered bodies; 27 per cent thought that they themselves were dying; 23 per cent watched buildings collapsing. They were also asked whether they had used any self-medication since the earthquake to reduce their stress levels. Their reports revealed that 11 per cent had started to drink alcohol, 19 per cent had started smoking, ten per cent used pain killers, seven per cent used sedatives, five per cent used antidepressants and three per cent had started using sleeping pills. These figures indicate that this was indeed a seriously traumatised group. Nevertheless, close to 75 per cent of the teachers reported that their lives had returned to normal.
More than half of the teachers (58 per cent) attended these meetings after the August earthquake, while 42 per cent attended after the November earthquake. Thirteen per cent of the teachers attended the meetings four weeks after the earthquake, whereas most attended after five weeks. Seventy-eight per cent attended only one meeting; 15 per cent attended twice, and close to seven per cent attended three or four times. The attendance was in general on a voluntary basis. It is possible, therefore, that some of those who may have been at most risk may not have attended.
Instruments

Demographic information and earthquake experiences questionnaire
This questionnaire was developed by the authors based on a psychosocial assessment battery prepared by the Center for Crisis Psychology, which was established temporarily in Turkey after the Marmara earthquake (Stuvland, 1999) . It is composed of four sections and 52 items. The sections are: 1) demographic and pre-earthquake trauma information; 2) earthquake experiences (such as losses, injuries, witnessing others dying and buildings collapsing, seeing or touching dead or dismembered bodies); 4) post-earthquake experiences (receiving social and psychological support, the helpfulness ratings of these activities, feelings of loneliness, drugs or substances used); and 4) assessment of future expectation on a 7-point Likert scale.
Teachers' debriefing (TD) evaluation form
This is a questionnaire composed of six sections, designed to evaluate the effectiveness of the TD meetings attended by the teachers. The first section included three questions regarding the timing and the number of sessions. The second section had two questions asking the teachers whether they would want to participate in another similar meeting and the perceived benefit they received. The third section consisted of three 4-point Likert items, asking the degree of perceived benefit and the evaluation of this benefit in terms of: remembering the information disseminated during the meetings; applying the information to their daily living; sharing the information with others; and the subjective feeling of well-being after the meetings. The fourth section had ten 4-point Likert items related to the relieving experiences felt during the meetings. These ten items were grouped together to make up six comforting factors such as 'emotional catharsis' (being able to talk about one's personal experiences; being able to ventilate feelings), 'acceptance of self ' (being able to accept one's reactions; being able to integrate one's thoughts, emotions and behaviours during the earthquake), 'information shared' (seeing how one can help oneself, family and loved ones; finding out about what others do to feel better; learning about the information disseminated during the meeting), 'universality' (seeing the similarity between one's own and other people's responses), 'social comparison' (seeing that there are others in a worse predicament) and 'social support' (receiving care and attention from others). The fifth section included three 4-point Likert items regarding the way the meetings were held, one's feelings of trust for the leaders, and whether the purpose of the meetings were clearly explained. The last section had four 4-point Likert items asking about the ratings of normalisation in their daily life.
Brief Symptom Inventory (BSI)
This is a 53-item inventory developed from the SCL-90 (Derogatis, 1992) , which measures several symptom dimensions. It was previously standardised for Turkish adults and adolescents, and has been shown to have high reliability and validity values in previous studies (Şahin and Durak, 1994; Şahin et al., 2002) . BSI was found to have five factors, therefore five factor-based subscales were developed, namely, depression (12 items, α = .87), anxiety (13 items, α = .86), negative self-concept (12 items, α = .86), anger/aggression (7 items, α = .69) and somatisation (9 items, α = .77): total scale (53 items; α = .96). Higher scores indicate the presence of more symptoms.
The Cronbach's Alpha coefficients of the total scale and the five factor subscales for the current sample ranged between .79 and .97 (p < .001) (N = 265).
Post-Traumatic Stress Symptoms (PTSS) Scale
Since the researchers had no access to a scale standardised for Turkish culture, in order to assess the post-traumatic stress symptoms they decided to develop one, borrowing items from several instruments used in international studies. Thirteen items were borrowed from the Revised Impact of Events Scale (Horowitz et al., 1979) , 13 items from the Dissociative Experiences Survey (Carlson et al., 1993) and ten items from the PTSD checklist (Weathers et al., 1998) . The 36 items made up the PTSS scale used in the present study.
The principal components factor analysis with a varimax rotation for the present sample revealed three factors: intrusive thoughts, physiological arousal and cognitive avoidance, accounting for 53.3 per cent of the total variance. The reliability check for the total scale and the three factor subscales thus derived resulted in highly satisfactory alpha coefficients ranging between .89 and .91 (N = 265). The correlations of the total PTSS scale score and its three subscales, with the BSI total score, revealed significant correlations (p < .001) ranging between .49 and .69 (N = 265).
Ways of Coping Scale (WCS)
This is a 4-point Likert-type scale, originally developed by Lazarus and Folkman (1984) . The scale was adapted for Turkish culture and shortened to 30 items (Şahin and Durak, 1995) . The results of a factor analysis was used to form five factor-based subscales, namely, 'optimistic approach' (5 items; α = .68), 'self-confident approach' (7 items; α = .80), 'helpless approach' (8 items; α = .73), 'submissive approach' (6 items; α = .70) and 'receiving social support' (4 items; α = .47). The three subscales, 'optimistic approach', 'self-confident approach' and 'receiving social support', were considered as effective ways, whereas the 'helpless approach' and 'submissive approach' were considered to be ineffective ways of coping after a discriminative analysis. The concurrent validity of these two clusters was shown to be satisfactory in several studies conducted in Turkey. The correlations of the factor subscales with the Beck Depression Inventory ranged between r = -.18 (p < .01, optimistic approach) and r = .41 (p < .001, helpless approach); and with the PTSS scale subscales they ranged between r = -.13 (p < .01, optimistic approach) and r = .53 (p < .001, helpless approach) (Şahin and Durak, 1995) .
Results
The results below are presented in two sections. The first section (a) includes the satisfaction ratings of the 223 teachers who attended the debriefing meetings, as well as the results of some analyses regarding the relationship between their satisfaction scores and some process variables, such as leadership, timing, applicability of the information received, and the comforting ('curative') factors. This section also gives some information on the perceived benefit of the meetings, and a rating of the teachers' normalisation of their daily life. The second section (b) includes the comparison between the two groups, those who attended the meetings and those who did not, in terms of their post-traumatic stress scores, ways of coping with stress, and other psychological symptoms.
a) Satisfaction ratings of the TD meetings Among the 223 teachers who attended the meetings, 77 per cent reported that they benefited and close to 74 per cent reported that they felt better afterwards. However, only 26 per cent were satisfied with the timing and 17 per cent satisfied with the frequency of the meetings. Most of the teachers reported that they would have wanted these meetings to be offered sooner and more than once. Fifty-three per cent reported that they would attend other similar meetings if they had a chance. Close to 83 per cent trusted the group leaders, 80 per cent thought that the meetings were professionally lead, and 80 per cent reported that the purpose of the meetings was clearly explained. More than 71 per cent said that they remembered the contents of the meetings; more than 72 per cent affirmed the applicability of the information disseminated; and 71.3 per cent reported that they shared this information with others.
To investigate whether there were any differences between the group that benefited versus the group that did not benefit, the sample (N = 223) was divided according to their self-reported ratings of benefit. In the debriefing evaluation form there was a dichotomous question on perceived benefit ('have you found the meeting beneficial?'). Those who said 'yes' were labelled as 'Those who reported that they benefited' (N = 172) and those who said 'no' were labelled as 'Those who reported that they did not benefit' (N = 51). These groups were then compared in terms of their level of psychological symptoms, measured by the BSI and their post-traumatic stress symptoms (their total score and the intrusion arousal and avoidance scores). Results showed that, even though the general trend in the scores favoured the group that benefited, the significant differences were found on the 'anxiety', 'depression', 'anger/aggression' and 'arousal' scores (t's ranging between 3.190 and 2.205; p < .01 and p < .05) ( Table 1) .
In order to find out the variables that would predict the total PTSS scores, demographic variables (sex, age, marital status), future expectation, loss and injury, social support, pre-trauma experiences, coping strategies (effective and ineffective), attributions about the reasons of the earthquake and perceived benefit from the groups were entered into the regression equation as the independent variables. The stepwise regression analysis revealed that the significant variables were future expectation, ineffective coping and perceived benefit of the meetings ( Table 2) . The researchers were also interested to see which aspects of the meetings were perceived as the most comforting. Around 72 per cent of the sample on average reported that all of these aspects-that is, to be able to talk about experiences, accept one's reactions, ventilate feelings, find out about ways to help one's family and loved ones, make a social comparison in terms of level of distress and ways of coping, receive care and attention from others, and learn about the information disseminated during the meetings-as being helpful. When these aspects were grouped together to make up six 'curative factor' scores, and were rated according to their mean scores, an interesting picture emerged. The highest rating was given to 'universality' ( = 2.01; sd = 1.50), then came 'social comparison' ( = 1.96; sd = 1.55), followed by 'information shared during the meetings' ( = 5.29; sd = 3.77; adjusted mean = 5.29 / 3 items = 1.76), 'emotional catharsis' ( = 3.47; sd = 2.65; adjusted mean = 3.47 / 2 items = 1.74), 'social support' (=1.74; sd = 1.37) and 'acceptance of one's reactions' ( = 3.25; sd = 2.65; adjusted mean = 3.25 / 2 items = 1.63).
The correlation analysis between these 'curative factors' and perceived benefit, applicability, normalisation of life and other process variables of professionalism of leadership, trust in the leaders and clarity of meeting aims, gave a more objective clue to the importance of these factors ( Table 3) .
As the table shows, these correlations range between r = .19 (p < .001) (clarity of aims and social comparison) and r = .79 (p < .001) (applicability and information shared).
In order to reveal the process variables that would predict the perceived benefit of the meetings, the applicability of the information, attendance level, emotional catharsis, the information disseminated, universality, social comparison, social support, trust and the professionalism in the way the meetings were lead were entered into the equation as the independent variables. The results of the stepwise regression showed that the applicability of the information shared, the information disseminated and the professionalism in the way the meetings were lead are important process variables to ensure the benefit received ( Table 4) . b) Comparison between those who attended the meetings and those who did not Table 5 shows the comparability of these two groups in terms of their losses/injuries and traumatic experiences.
To see whether there were any significant differences between the groups in terms of sex, age, marital status, pre-earthquake trauma experiences, exposure, thoughts about death during the event, loss and injury, and social support, Chi-square nonparametric statistics based on cross tabulations were calculated. The results of these analyses showed that there were no significant differences between those who participated and those who did not, indicating the comparability of the two groups (the Chisquare values changed between .006 and 5.06; df = 2; p<.05).
A t-test was therefore conducted to see if the groups differed according to their psychological distress and post-traumatic stress symptom scores. The results are shown in Table 6 . Questions on earthquake experiences
Positive response % Positive response %
Losses and injury
Have you lost a loved one during the earthquake?
31.1 42.9
Was a loved one seriously injured during the earthquake?
6.7 7.1
Were you personally injured during the earthquake?
4.4 7.1
Were you rescued from under the debris?
4.4 2.4
Traumatic events
Have you taken part in rescue operations? Have you seen dismembered bodies? 13.3 11.9
Have you observed buildings collapsing?
22.2 19.0
Have you experienced a moment in which you thought, 'I'm dying'? 28.9 40.5
Source: authors.
As is seen, even though the scores of those who attended were lower on both measures, the difference reached a level of significance for the PTSS scores (t = 2.49; p < .05).
Discussion
The findings of the present study suggest that, in general, the TD sessions were satisfactory. In terms of outcome, most of the teachers who attended the meetings found them beneficial; they stated that they felt better afterwards, and that they remembered and shared the information that was disseminated in the meetings in their daily lives. More than half reported that they would attend similar meetings if they had a chance. Similar satisfaction ratings were given in terms of process. Again, most of the participants were happy with the way the meetings were lead and the activities that took place during the meetings. This level of personally reported satisfaction with the TD meetings is a finding supported by several other studies in the literature (Bisson et al., 1999) .
After taking precautions against the many other variables, which could not be controlled (such as other psychosocial services received, their psychological status before the meetings, the number of meetings they had attended), the results of the comparison between those who benefited and those who did not, and the regression analysis to predict the PTSS scores, are also revealing. The comparison between the two groups showed that those who benefited also had lower scores on all of the psychopathology measures, but this difference reached a level of statistical significance for the 'anxiety', 'depression', 'hostility/aggression' and 'arousal' scores.
A similar result appeared after a comparison between those teachers who attended the debriefing meetings and those who did not (Table 6 ). In this comparison, the only significant difference was observed in the PTSS scores of the two groups, supporting the conclusion that the meetings reached the aim they were designed for. This result is in line with expectations, since the debriefing meetings are not psychotherapeutic interventions (Dyregrov, 2000) . They aim to prevent possible post-traumatic stress disorders by raising consciousness about the normal reactions to abnormal events. No doubt, here again, we should take into consideration the many other variables that could not be controlled, which might have affected these two groups.
Considering the fact that the data were collected four months after the meetings, the warm feelings that were likely to emerge among participants immediately after the sessions would have gone and the 'recency effect' seems unlikely. If, four months after the meetings, teachers still remembered the impact and could give detailed information about the way they made use of the information disseminated during the meetings, this can be taken as part of the evidence for the time-tested impact of the TD activities.
The results have also shown that the meetings were considered helpful as long as they allowed for the realisation of the 'curative/comforting factors', such as acceptance, universality and social comparison. The participants reported that they benefited mostly through being able to accept their post-earthquake cognitive, emotional and behavioural reactions, after finding out that they were normal and that others had similar reactions. They also stated that being able to see others with worse predicament helped them appreciate their own situation. These findings are again in line with the related literature. According to Dyregrov (1997) there is a difference in the way the clinicians and the participants rate the dimensions that are helpful (comforting factors) in the debriefing meetings. Participants usually perceive the factors of universality, catharsis and social comparison as most important (Dyregrov, 1997) . On the other hand, for clinicians, it is the process of putting the thoughts and emotions into words-the narrative-that is most important (Pennebaker, 1990) .
All of these comforting factors, in order to be activated, need good leadership skills and knowledge of group dynamics. The results of the correlational analysis between perceived benefit and the way the TD meetings were held also revealed the truth in this assumption (Table 3) . There was an expected relationship between the perceived benefit and trust in the leaders and their perceived professionalism. The more the participants trusted the leaders and had faith in their professionalism, the more benefit they derived from the meetings. The perceived applicability of the information shared in the meetings was also related to perceived benefit.
The results of the current study indicate that in future debriefing interventions, attention should be paid to the timing and frequency of the meetings. Our findings suggest that the timing (four weeks or more after the earthquake) and the frequency of the TD sessions were not satisfactory. The teachers, especially those who had higher psychological distress levels, would have liked to have attended these meetings earlier and for more frequent sessions. These findings are consistent with the field observations of several authors (Burges Watson, 1987; Manton and Talbot, 1990; Raphael, 1986) . Kenardy and Tan (2006) similarly found that the single session debriefing was associated with poorer outcomes.
The findings also indicate that about 25 per cent of the group who attended the meetings reported that they did not benefit and did not feel better afterwards. It is possible that the dissatisfaction of this group might be related to both the timing and frequency of the meetings, and the other process variables, such as professionalism in leadership. It should be remembered that these interventions were actualised in a country where none of these techniques were practiced before, and there were no professionals trained to apply them. Nor had the teachers previously received any similar services after a disaster. Persuading these teachers to attend the meetings in school buildings, at a time when people were extremely afraid to go into closed places and being indoors caused extreme anxiety (the rubble was still not cleared at the time, reminding people of the disaster), should undoubtedly be considered a significant accomplishment itself.
We may also assume that some of the teachers attending the meetings were so severely traumatised that they needed more careful, individual support, and attending a group was not the appropriate intervention for them. There is a need to develop better mechanisms for identifying and offering more specialised services for teachers who are severely traumatised. Other variables such as the differences in the physical surroundings, the number of participants and the length of the meetings, which could have affected the process and consequently the impact of the meetings on the participants, might also be responsible.
In summary, the results of this study suggest that debriefing sessions after disasters might be a helpful post-trauma intervention, as long as they take into account the timing, frequency of the sessions and the severity of the symptoms of the participants. In other words, if the survivors could be screened beforehand, those with more severe symptoms can be given individual treatments while, instead of 'ceasing' completely, as suggested in the Cochrane report (Rose et al., 2002) , a greater number of those with less severe symptoms can be involved in the debriefing groups offered within a comprehensive psychosocial programme as mentioned in the manual of the US National Center for Posttraumatic Stress Disorder (Bisson et al., 2000) . evaluation research included a perceived satisfaction study of a debriefing programme for teachers; a natural-experimental evaluation of a classroom-based intervention programme for students (children and adolescents); a study with a comparison group to evaluate a psycho-education programme for parents; and another natural-experimental evaluation of a group-counselling programme for seriously affected students. The summative report, including the results of the evaluations for all of the different interventions, was distributed to all interested parties by UNICEF in 2002 (Şahin et al., 2001) . The current paper summarises the results of a comparison between a group who attended the debriefing meetings and a comparable group who did not attend, which were not included in the report mentioned above.
